MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _63..0
Registraty trict No. _. imary Rogistration District No. é‘gz /

: 7 T+ STATE FILE NUMBER
DO NOT WRITE AMEMDED s No.

ON THIS STUB T
1. PLACE OF DEATH : 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before

. COUNTY . TATE
- New Madrid - : = STATE )14 ssourd * PN New Madrid <t
b. CITY (If outside corporate limits, give TOWNSHIP cnly) Length of stay in 1b KT CCI’TY Inside Limis

OR R
TOWN  Tewis Twsp | year TowN Lilboum vl No -
€. ;Ué.i. NAME OF (f NOT.in' hospital, \give locnhon) Inzide Limits d. ASE%%EETSS . (if outside, give location) Reside on Farm

WSTITION) 2319 , Fagt OF Tdlboum  |™0 "g 12 4 ,Fast of £ Lilbaurm *:ﬂ' N

3. NAME. OF DECEASED First Middle Last = 4 RTE biy e

(Type or print) . ) .
, Delores Jean . Sartin - [ P™™ Feb, 16 1
5. SEX ’ ‘| 6. COLOR OR RACE 7. Married [1 Mever Married X} [8. DATE OF BIRTH | 9. AGE (lost birthday] | If UNDER | YEAR IF UNDER 24 HR

Female White Wiowed 0  DiveesdD | g 49 4ocg L[] 3y [ e ] e

10s. USUAL OCCUPATION (Glve kind of work done [ 10b. KIN__D OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Cﬂy aﬂd state or country).| 12 CITIZEN.CF WHAT COUNTRY
during moyt.of, ing life, even If retired)” )
tnifd E, St.Louls, Tllinois| U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

15, WAS DECEASED EVER IN LS. ARMED FORCES? 16. SOCIAL SECURITY NO. i?. INFORMAMT . Address

:’asuno. or unknown)l {If yes, give war or dates g© -t NQOM Sartin-lilbourn, Mo.

To. CAUSE OF DEATH (Enkar onfy one cauze INTERVAL BETWEEN
PART |. DEATH WAS CAUSED . . , ONSET AND DEATH
IMMEDLATE CAUSE (a) i ' &4”

Conditions, if any, DUE TO (b}
which gave rise to | ) -
sbove cause (s),

stating the under- | .
tylng cause [ast. DUE TO (c}

PART !l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminai PART Jil. If decessed was female wes
disease condihon given in PART 1 (8} there a pregnancy in last 90 days.

rD Yes O Ne 3" tnknown
19. WAS AUTOPIS; ‘20l. ACCEEINT SUICIDE HOMDICIDE - 20h. DESCRIBE ' HOW INJURY OCCURRED. {Enter nature of injury In"PART | or PART I of item 18.)
a .

VS 300
Rev. 4/59

DATE AMENDED

DOCUMENT

*

20c. TIME QF Hou Month, Day, Year
INJURY. a.m,
) pruim.

20d. IN‘JUR’Y OCCURRED 20e. PLACE OF, INJURY (e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK farmfhacliry, strest, offica bldg., efc.)
NOT WHILE, AT WORK /%_‘. R
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MEDICAL CERTIFICATION

21. | attended the deceased from to. and. last ‘saw hum alive on
12:15 P'M' i m on the date iated above, and to the best of my knowledge, from the couses siated.

{Degree or title DRESS 22c. DATE SIGNED
Gt | Do) Prodleied, Fd | 2//5s

PURIAL, CREMATION, %o, DAAE 23c”NAME OF CEMETERY OR CREMATORY -* 23d. LOCATION (City, town, or county)
REMOVAI. {Specify) ‘ .

RBurial 2-18-1963 Mo Nea ,
24. FUNERAL DIRECTOR - ADDRESS . 25 DATE RECD. BY I.OCAL REG. | 26, REGISTRAR'S § NA‘{!.II!E
Ponder Funeral Home-Liibourn, Mo, ~Z2 */ f / M }%‘/

on Reverse Side}

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER -

I hereby certify that the body ;:vhos_e name is recorded on the reverse side

or by

working under. my personal supervision.

Student

. Signature of Student Embalmer =~
T o : ’ ) X S ’ !.lcensed Emba[mer No. j‘;é 7
P. O. Address MW Wa

BALMER in his OWN HANDWRITING. (Failure to comply

Note: The above®MUST BE.SIGNED BY THE LICENSED
with the above constitutes grounds for revocation of license).
. If embalmed by.a STUDENT, he also shall sign in his OWN handwriting..
* If this 'body is not embaimed, fact should be ‘so ‘stated above. -




